Background
Cholecystocolic fistula is a rare complication of gallstone disease [1] . Due to the absence of specific symptoms and signs, cholecystocolic fistula is easy to miss at diagnosis and also easy to misdiagnose. We report a case of cholecystocolic fistula misdiagnosed as colon cancer.
Case Report
A 74-year-old male patient was admitted to the hospital with severe abdominal pain of a week duration that was not associated with fever, vomiting, jaundice, abdominal distension, and diarrhea. The patient had a history of gallbladder stones. Physical examination revealed no other positive signs except for tenderness of his right upper abdomen. Laboratory results showed a hemoglobin level of 12.9 g/dL, a white blood cell count of 7.3×10 9 /L and no alterations in liver enzymes or tumor markers. Abdomen B-ultrasound showed chronic atrophic cholecystitis. Abdominal computed tomography (CT) revealed the hepatic flexure of the colon was thickened and colon cancer was considered (Figures 1, 2) . Due to the colonic distortion, colonoscopy failed to reach the hepatic flexure of the colon.
Surgery was performed. No colon cancer was found but a fistula of the hepatic flexure of the colon and gallbladder, narrowing gallbladder, and cholecystitis were seen during the open operation. A cholecystectomy was performed with excision of the fistula and primary repair of the colon (Figure 3 ). Histopathological examination of the fistula specimen revealed no evidence of malignancy. Postoperative diagnosis was cholecystocolic fistula. The patient was generally in good condition after the operation and was discharged on postoperative day 15. The patient was followed for a period of 3 months and no complaints were noted.
Discussion
The cause and incidence of cholecystocolic fistula Cholecystocolic fistula accounts for 10% to 20% of biliary fistulae [2] . Cholecystolithiasis complicated with obstruction and recurrent infection leads to adhesion of the gallbladder to adjacent organs. Due to inflammation, edema, disorders of blood circulation, and stone incarceration, the gallbladder wall becomes gangrenous and penetrant. The penetrating inflammatory substances also cause inflammation, thrombosis, and rupture of the viscera, resulting in the formation of internal fistula between the gallbladder and the cavity viscera [3] .
Cholecystocolic fistula is relatively rare. Yamashita et al. [4] reported that biliary fistula accounted for about 1.9% of biliary tract diseases, and cholecystocolic fistula accounted for only 8% of biliary fistulae. Stagnitti et al. [5] reported that 81 cases of biliary-enteric fistulae were operated on in 1948-1998, including 55 cases of cholecystoduodenal fistula (67.9%) and 11 cases of cholecystocolic fistula in (13.6%). Li et al. [6] reported there were only 3 cases of cholecystocolic fistula among more than 10 000 cases of cholecystectomy in the Changhai Hospital of Shanghai. 
Clinical diagnosis of the cholecystocolic fistula
The formation of cholecystocolic fistula is a chronic process with no characteristic clinical manifestation, so it is easy to miss a diagnosis or misdiagnose before surgery. However, the following clues are useful for preoperative diagnosis: 1) recurrent biliary tract infections suddenly disappears 2) severe diarrhea, weight loss, and electrolyte disturbances, 3) B-ultrasound or abdominal plain film x-ray might find gas accumulation in the gallbladder or bile duct. Barium enema examination might show barium reflux of gallbladder. Colonoscopy might find the fistula "mouth" in the colon or gallbladder Diagnosis might be made by plain abdominal radiograph, barium enema, ultrasound, CT scan or diagnostic laparotomy [7, 8] .
Magnetic resonance imaging has a limited role. Endoscopic retrograde cholangiopancreatography can be helpful in establishing the diagnosis, especially if barium studies give negative results [9] .
Three cases of cholecystocolic fistula reported by Li et al. [6] showed no indication prior to surgery and were accidentally found during a cholecystectomy. The reason suggested was serious local cicatricial sticky adhesion and stones inlaid at the fistula.
In our case, the patient had a history of gallbladder stones. B-ultrasound found chronic atrophic cholecystitis and no gallbladder stones. Abdominal CT revealed that the hepatic flexure of the colon was thickened, and colon cancer was therefore considered. In our patient's case, cholecystocolic fistula was misdiagnosed as colon cancer.
Treatment of cholecystocolic fistula
The standard treatment of cholecystocolic fistula is open cholecystectomy and closure of the fistula. However, recent developments in laparoscopic surgery have shown that this procedure has potential for use in treating these rare fistulae.
Similar techniques of open surgery have been used in laparoscopic surgery. The results have shown no significant difference or have shown better intraoperative and postoperative outcomes over the past several years [10] .
Conclusions
Cholecystocolic fistula is a rare complication of gallstone disease. Symptoms might be unspecific. The present case report showed that despite modern diagnostic tools available, a high degree of suspicion is required to diagnose cholecystocolic fistula preoperatively. Open cholecystectomy and closure of the fistula is the treatment of choice.
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